Aim: This literature review aims to describe, analyze and compare approaches to the phenomenon of missed/rationed/unfinished nursing care, in order to better our understanding of it. Design: A narrative literature review. Methods: A method of content analysis of studies published in the scientific databases PubMed, ScienceDirect, ProQuest, and Wiley Library Online was used. Studies were selected using a set of criteria and keywords for the period 2000-2018. Twentyone studies were analyzed in the processing of the literature review. Results: We identified the four most common approaches or conceptual frameworks used to describe the phenomenon from the available literature -Missed Care, Implicit Rationing of Nursing Care, Task Undone and the theoretical proposition, Failure to Maintain, each of which explicitly describes a particular aspect of the phenomenon, and provides us with a theoretical framework and structure. Conclusion: This review contributes to the overview of particular approaches or theoretical frameworks used to understand the phenomenon. It is necessary to understand the terminology, and to use it appropriately. All approaches identified associations between the phenomenon and negative outcomes for patients as a quality-of-care indicator.
Introduction
Nurses represent the first line of care provided to patients. They are the most numerous group of healthcare professionals, providing care based on the bio-psycho-social and spiritual needs of patients. Nurses also fulfill the roles of coordinators, providers, and evaluators of nursing care (Jones, Hamilton, Murry, 2015) . In the last decade, an increasing amount of literature has been concerned with the phenomenon of implicit rationing of nursing care. The phenomena exists in healthcare when the need for services exceeds the available resources while providing care. Rationing of care includes decisions to withhold beneficial services due to insufficient resources. According to Jones et al. (2016) , the prevalence of rationing by nurses of one or more nursing activities is between 55% and 98%. There is a body of literature refering to the following terms: nursing care left undone (Aiken et al., 2001) missed care (Kalisch, 2006) , unfinished care (Sochalski, 2004) , rationing of nursing care (Schubert et al., 2007) , unmet nursing care needs (Lucero, Lake, Aiken, 2009) , task incompletion (Al-Kandari, Thomas, 2009) , nursing care left incomplete care left undone (Ausserhofer et al., 2014) , work left undone (Leary, White, Yarnell, 2014) , nursing tasks left undone (Bekker et al., 2015) , or failure to maintain (Bail, Grealish, 2016) . The number of studies is increasing rapidly, and its content suggests that this phenomenon is a global problem obscured by inconsistency in terminology (Jones, 2015; Zeleníková et al., 2017) . These terms can be found in different types of studies. Most of them are published in English as quantitative studies (Ball et al., 2014; Lake, Germack, Viscardi, 2016) and reported under multiple labels (missed nursing care, unfinished nursing care, omitted nursing care, implicitly rationed care, care left undone, care rationing, failure to maintain, and others). It is challenging to choose a single English term acceptable to all healthcare professionals (especially nurses) that adequately describes the phenomenon. Even more problematic is the translation of this term into different languages in order for it to be understood by the whole nursing community (Zeleníková et al., 2017) . One way forward is to seek conceptual clarification of the phenomenon. According to Jones, Hamilton, Murry (2015) , there are several approaches to understanding unfinished care: the missed care approach, the implicit rationing approach, and the task undone approach. These approaches use different conceptual definitions, and for each of them a specific measuring tool has been developed. Several conceptual analyses and frameworks have already been published on missed/rationed/unfinished nursing care (Schubert et al., 2007; Kalisch, Landstrom, Hinshaw, 2009; Lucero, Lake, Aiken, 2009; Hessels et al., 2015; Bail, Grealish, 2016; Bassi et al., 2018) .
Aim
This literature review aims to describe, analyze and compare approaches to the phenomenon of missed/rationed/unfinished nursing care, and the phenomenon of failure to maintain, in order to better our understanding of them.
Methods

Design
A narrative literature review.
Eligibility criteria
Papers were selected according to the following search criteria: in English, published between 2000-2018, full-text available, and qualitative and quantitative studies. After application of the search criteria, the retrieved articles were evaluated for relevant studies meeting the inclusion criteria. Articles were eligible for inclusion if they contained: a) a conceptual framework, theory or approach related to missed care, implicit rationing of nursing care and unfinished care; b) were reports of quatitative research associated with development of a conceptual definition, framework, clarification of concepts regarding missed, ration, and unfinished nursing care; c) were reports of quantitative research related to the use of instruments regarding the particular approaches or frameworks; d) were original reports related to the development of the specific instruments to measure missed, implicit rationing of, or unfinished nursing care, or related to the evaluation of psychometric characteristics of the selected instruments.
Sources
Four scientific databases were used to obtain relevant sources dealing with the specific issue (PubMed, ScienceDirect, ProQuest, and Wiley Library Online).
Search
The search was conducted between December 2017 and February 2018 using the keywords missed careunfinished care -rationing care -conceptual framework -approach. To combine the keywords, Boolean operators "AND" and "OR" were applied in the search. The same criteria for each scientific database were applied.
Study selection
The search produced 1,849 records. The initial screening of titles to exclude irrelevant studies, was carried out by two independent researchers, resulting in 187 abstracts screened. After removing duplicates, 156 studies were included in the review process. A narrative literature review then proceeded (see Figure  1 ), according to PRISMA recommendations.
Data analysis
Only studies dealing with the four specific conceptual frameworks and approaches were analyzed and involved in the outline to meet the aim of the review. Following application of PRISMA, 21 studies (Table  1) were included in the review process, concerning the following topics:
 missed care approach; n = 6  implicit rationing of nursing care approach; n = 8  task undone approach; n = 5  failure to maintain; n = 2.
Results
The missed care approach Kalisch (2006) first identified the phenomenon of missed nursing care in her qualitative study identifying regularly missed nursing activities in medical, surgical, and intensive care units (ICU). The research not only identified regular rates of occurrence, but also the underlying reasons for the overt occurrence of this situation. Kalisch recognized nine essential elements of missed nursing care, and their underlying reasons. The essential elements included postoperative care and ambulation, turning positions, delayed or missed feedings, patient education, discharge arrangement, emotional care, hygiene, intake and output documentation, and observation. The underlying reasons comprised inadequate staffing, poor use of existing staff resources, nursing intervention time management, poor teamwork, ineffective delegation, existing habits, and denial (Kalisch, Landstrom, Hinshaw, 2009; Kalisch et al., 2011) . The research was conducted in two acute care hospitals in the USA, and analyzed 25 focus groups consisting of nurses, Figure 1 Flow chart -PRISMA recommendations nursing assistants, and unit secretaries. The study exposed numerous factors, supplying key data about missed care. The findings acknowledged that additional analysis of missed nursing care is required due to the ambiguityof the widely used definition, and its difference to other related concepts (Kalisch, 2006; Kalisch, Landstrom, Hinshaw, 2009 ). Kalisch, Landstrom, Hinshaw (2009) describes the phenomenon of missed nursing care as "any aspect of required patient care that is omitted (either in part or whole), or delayed". The Missed Nursing Care Model exemplifies categories described by nurses in acute care settings that contribute to missed care: a) external antecedents of missed nursing care; b) elements of the nursing process; c) internal processes of nurses, and d) patient outcomes. The model also identifies external factors present within the setting of the care environment (Kalisch, Landstrom, Hinshaw, 2009) . External factors of missed nursing care include the care demands on labor resources (the number and type of nurses and healthcare assistants, depending on demands of care -skills, level of education, experience); material resources (availability of medication, medical supplies and standard nursing care equipment); and the communication and relationship aspect (the quality of communication between nurses and doctors, as well as between the nursing staff and secondary personnel -cooperation). Nurses and nursing staff should consider the type of care deemed necessary when any of these external factors are present. When labor or material resources are inadequate, nurses should prioritize how to make best use of existing materials and resources (Kalisch, 2006; Kalisch, Landstrom, Hinshaw, 2009 ). These external factors interact closely with each aspect of the nursing process and are filtered by four internal processes in nursing staff: normative team behaviors (norms of the team within the staff); the prioritization process (the prioritization of the care requirements); personal values, attitudes and beliefs (the roles and obligations of nurses); and characteristic behavior. All these factors and influences result in incidences of missed nursing care. Kalisch and Lee (2010) argue that missed nursing care is the result of nurse decision-making in response to the external environment. However, it is important to recognize that actions provoke various instrument development report study 1 (n = 459 nurses); study 2 (n = 639 nurses) total n = 1,098 nurses MISSCARE Survey -valid and reliable instrument. Kalisch, Lee (2010) To explore the impact of teamwork on the extent and nature of missed nursing care. To assess the relationship between the clinical practice environment of nurses and missed care. secondary analysis of cross-sectional data n = 7,679 nurses Adaptation of Missed Nursing Care Model (Kalisch et al., 2011) .
Implicit rationing of nursing care approach
Schubert et al.
To examine the psychometric properties of the newly developed instrument.
instrument development report n = 957 nurses
The Basel Extent Rationing of Nursing Care (BERNCA) instrument -valid and reliable instrument; development of conceptual framework regarding implicit rationing of nursing care. Schubert et al. (2008) To investigate the connection between implicit rationing of nursing care and particular patient outcomes using the BERNCA instrument. multi-hospital crosssectional surveys of patients and nurses n = 1,338 nurses, n = 779 patients Six patient outcomes were related to the implicit rationing of nursing care; the conceptual framework was used as in Schubert et al. (2007) . Schubert et al. (2013) To explore the prevalence of implicit rationing of care and to determine the connections between nine potential rationing predictors and implicit rationing of nursing care.
cross sectional multicenter study n = 1,633 nurses Two of nine predictors were confirmed by multilevel regression analysis; adaptation of the BERNCA instrument to the BERNCA-R instrument. Rochefort, Clarke (2010) To describe the association between work environment characteristics and neonatal intensive care unit nurses' perceptions of rationing of care, job outcomes, and quality of care; to evaluate the psychometric properties of the NEWRI instrument. Jones et al. (2014) To clarify the concept of rationing from an economic perspective.
an overview report NA* Clarification of the concept of rationing care in nursing; rationalisation of nursing care. Jones (2015) To explore implicit rationing among US nurses, and identify the frequency and patterns of the phenomenon in the US, as yet not explored. 
To report the nurses' perceptions of hospital care in five countries.
cross-sectional study, instrument TU-7 n = 13,471 nurses (USA), n = 17,450 nurses (Canada), n = 2,681 nurses (Germany), n = 5,006 nurses (England), n = 4,721 nurses (Scotland) total n = 43,329 nurses Illustration of inadequate hospital nurse staffing as a global problem, contributing to decline in quality-of-care, medication errors, and negative patient outcomes. Zhu et al. (2012) To explore the association between nursing staff and patient outcomes.
cross-sectional study, instrument TU-5 n = 7,802 nurses
Inadequate numbers of nursing staff may lead to missed care and negative patient outcomes; adaptation of TU-7 instrument (Aiken et al., 2001 ). Bail, Grealish, (2016) To introduce the concept of Failure to Maintain, and to provide a conceptual framework of the phenomenon in nursing care provided to older hospitalized patients. concept analysis report NA* Development of conceptual framework of Failure to Maintain in elderly patients in hospitals. Sheetz et al. (2014) To assess the association between specific complications and Failure to Rescue rates in elderly patients across hospitals, stratified by mortality. responses. In the missed nursing care model, the antecedents are occurrences that can lead to the determination of specific nursing activities that are performed (or not performed) and completed (Kalisch, Landstrom, Hinshaw, 2009) . Additionally, the results are incidents or events that may be defined as outcomes; i.e., patient outcomes and results. For example, missed care might include the inadequate education of a patient with diabetes, which has the potential to lead to further complications or readmission (Kalisch, 2006) . The Missed Nursing Care Model has led to the development of the MISSCARE Survey (a measurement tool) which helps to identify the phenomenon (Kalisch, Williams, 2009 ). Based on existing literature, Kalisch and Lee (2010) modified the Missed Nursing Care Model by including the additional variable teamwork into the model, as teamwork among healthcare providers is seen as playing a key role in patient safety. The main concept and integrity of the Missed Nursing Care Model is maintained by the inclusion of the additional variable. In 2011, Kalisch et al. expanded their findings by presenting a conceptual framework exploring three concepts. The first concept relates to particular hospitals, care units or individual characteristics of nursing staff. The second regards missed care, and the third refers to staff outcomes (including job satisfaction), and patient outcomes (including pressure ulcer prevalence and incidences of falls). The following variables have been identified: a) structure variables, including patient units; individual nursing staff characteristics; and hospitals; and b) process variables, comprising missed care (Kalisch, Landstrom, Hinshaw, 2009; Kalisch, Lee, 2010; Kalisch et al., 2011) . Numerous characteristics of nursing staff and the unit in which they work have been linked to patient outcomes and results. Hessels et al. (2015) used the Missed Nursing Care Model developed by Kalisch, Landstrom, Hinshaw (2009) as the conceptual framework for their study. Hessels et al. (2015) created a model which speculates that the features of the organizational system significantly influence the decision-making of nursing staff. Additionally, they found that within the nursing process, particular tasks left undone lead to negative outcomes for patients. This suggests that when time constraints occur, nurses arrange and prioritize the aspects of care that are rendered or omitted. Decisions made in the context of the nursing environment are defined as the "organizational characteristics of a work setting that facilitate or constrain professional nursing practice" (Kalisch, Williams, 2009; Kalisch et al., 2011) . It is important to point out that hospital work environment settings also have organizational and professional practice characteristics. These include material resource allocation (availability of medications, supplies, and other operational equipment); labor resource allocation (number and type of nurses, competencies, educational level) and inter-professional relationships; teamwork; and communication (Kalisch, Landstrom, Hinshaw, 2009 ). The organizational support for the nursing practice environment include adaptable core characteristics, including supportive front-line managers, adequate resources, foundations for quality care, nurse participation in organizational decisionmaking, and collaborative relationships with physicians. These factors dramatically influence nursing prioritization in decision-making situations, so it is plausible to conclude that they have a direct impact on what nurses and nursing staff choose to do, or disregard, when it comes to patient care (Hessels et al., 2015) . By inference, it would seem that missed nursing care is a direct reflection of the internal decision-making process of nurses who combine and integrate external antecedent factors such as the work environment and selected characteristics of a hospital and its internal setting and conditions.
Failure to Maintain
The implicit rationing approach
The phrase "implicit rationing of nursing care" was coined by Schubert and her colleagues (2007) in the Rationing of Nursing Care in Switzerland (RICH Nursing Study), who measured the levels of care in Swiss acute care hospitals (Schubert et al., 2008) . The notion of rationing of care is often reported in healthcare worldwide in an economic context, with a strong focus on cost reductions (Papastavrou, Andreou, Efstathiou, 2014) . The term "rationing" is expounded by Jones (2014) , who describes the use of the word as the allocation of resources in the context of scarcity. It is used mainly within the healthcare profession in the context of supply and demand, and needs versus amount available. In the healthcare context, this translates into the rationing of care, and includes deliberate decisions to limit or withhold valuable services due to inadequate resources (i.e., funds, staff, and medical equipment). The concept is best viewed from an economic perspective (Jones et al., 2014) . Healthcare decision-making is a multiplelevel, complex, and, often, non-transparent system in which saving and rationing of resources occur at the macro level (government or health authority), the meso level (health facilities, organizational factors including budget allocation), and the micro level (healthcare professionals). Macro-and meso-level decisions are normally formed by administrative authorities in the form of concrete policies and fixed spending and monetary plans. Decisions which fall under this category are either administrative or political, and can be considered a form of explicit rationing. Decisions taken at the micro level commonly focus on individual patients, and are based on the thinking and experience of nursing professionals. These decisions are also considered implicit rationing, as they are both discretionary and clinical (Jones, 2015) . In fully comprehending the economic perspective, the notion of implicit rationing of nursing care can be applied. However, in the context of quality and patient safety, a more accurate label of this type of decision-making is missed nursing care. A conceptual framework to explain implicit rationing of nursing care was developed by Schubert et al. (2007) , and was based on available empirical data, including the impetus influencing the decisionmaking of nursing staff. The data also indicated nursing professionals' prioritizing tendencies, as well as the outcomes of these on both patients and nurses. Both influences and constructs of these decisions are emphasized. The conceptual framework indicates the use of implicit rationing in nursing care when individual healthcare workers lack sufficient resources to adequately care for their patients (Schubert et al., 2008; Schubert et al., 2013) . The extent of rationing is measured by the number of necessary nursing activities omitted or withheld. Schubert et al. (2007) defined deliberate omission as "the withholding of or failure to carry out necessary nursing measures for patients due to a lack of nursing resources (staffing, skill mix, time)". This definition is essentially the same as Kalisch outlines in his micro-level analysis (Schubert et al., 2013) . Health rationing is influenced by both an organization's capabilities and the individual nurses' judgment and clinical decision-making (Schubert et al., 2008) . Available nursing resources (i.e., skills, expertise of the staff) additionally influence healthcare workers' ability to meet patients' needs. Selected characteristics of nurses (i.e., educational level, experience) and patients (i.e., type of disease, severity, co-morbidities) contribute to the prevalence of health rationing. The characteristics of hospitals (including budgets, number of beds), the work environment of nurses, and the philosophy of care (standards of nursing care applied, cultural values) influence the nursing process of care and, by association, the rationing of that care (Schubert et al., 2007) . Schubert et al. (2008) indicate that care rationing points to a significant and potentially powerful quality care indicator. In a further study, Schubert et al. (2013) suggest that nurses prioritize and designate their care functions, especially those functions related to the areas of caring and support. This framework also uncovers the relationship between rationing, characteristics of patients and nurses and their outcomes, and organizational factors in the system. As illustrated previously under the conceptual framework, the phenomenon of health rationing occurs precisely at the point of patient-to-nurse interaction. It is also the result of critical judgment, as well as clinical decision-making. The process of decision-making entails several steps, including information collection, problem identification, alternative strategy planning, and optimal action selection, and is significantly influenced by education level, hospital culture and environment, leadership, and the condition of patients, as well as the responsibility, willingness, and confidence of the nurse (Schubert et al., 2007; Jones, 2015) . The notion of prioritization in clinical nursing practice is directly influenced by selected characteristics of work atmosphere and environment; resources (time, material allocation, healthcare staff); the care philosophy provided; and organizational objectives (safety culture, nursing care standards, regulations, hospital guidelines); as well as patient characteristics and the acuteness of their condition (seriousness and number of problems); and the medical treatment plan and characteristics of nurses (education, experience). Schubert et al. (2013) suggests that all factors have implicit influence on the rationing of nursing care. However, the factors considered most relevant are the number of nursing staff, and the balance between nursing resources and the care needs of patients. Several instruments have been developed to measure the phenomenon of health rationing. Schubert et al. (2007) developed the Basel Extent Rationing of Nursing Care (BERNCA) instrument for nurses in Switzerland. Jones (2014) modified a version of Schubert's instrument and published The Perceived Implicit Rationing of Nursing Care (PIRNCA) instrument, which was originally developed for American medical-surgical nurses. A third instrument measuring the rationing of care was developed by Rochefort and Clarke (2010) , and is known as the Neonatal Extent of Work Rationing instrument (NEW-RI).
The task undone approach
The task undone approach has emerged from the International Hospital Outcomes Research Consortium (IHORC), which was formed by the University of Pennsylvania School of Nursing's Center for Health Outcomes and Policy Research (Sochalski, 2004) . This approach was cited in many studies (Aiken et al., 2001; Al-Kandari, Thomas, 2009; Lucero, Lake, Aiken, 2009; Sermeus et al., 2011; Zhu et al., 2012) using the specific term "task undone" (TU). There are several versions of the instrument (TU-5, TU-7, TU-9, TU-13). The conceptual framework for the task undone approach was not described until Lucero, Lake, Aiken (2009) conducted their study, using the Process of Care and Outcomes Model (PCOM), derived from Donabedians' (1966) quality paradigm, and is also in the Quality Health Outcomes Model (QHOM) published by Mitchell et al. (1998) . The PCOM model regards quality-of-care in terms of necessary things left undone by nursing staff (Lucero, Lake, Aiken, 2009 ). Lucero, Lake, Aiken (2009) also defined tasks left undone as activities which nurses did for patients. The PCOM shows a relationship between patient characteristics, the caring process, outcomes, and the environment in which the care is provided. According to Lucero, Lake, Aiken (2009) , patient factors, the process of care, and the care environment have a direct impact on outcomes. The model also indicates that the effect of particular interventions are mediated by the system and patient factors. On the other hand, it is thought to have no direct independent effect. Nursing care is also considered to have a surveillance function in a healthcare organization, used for the early detection of changes in patients' health conditions. Following the adaptation of nurses to the changes in the environment of care and patients' health condition, the association between the process of care and outcomes can be influenced by variables. The work environment of nurses, nursing staff, and the size and ownership of the hospital are structural variables that influence the process of care, patients, and outcomes. The unmet nursing care needs, or tasks undone, or unfinished nursing activities are frequently reported by RN's, and, at the same time, various authors use these activities as a hospital-level nursing care quality indicator (Lucero, Lake, Aiken, 2009; Jones, Hamilton, Murry, 2015) . The tasks undone are then reflected in the quality of nursing care provided and the overall process of care with negative patient outcomes.
Failure to Maintain -theoretical proposition
A number of studies were identified focusing on elderly patients, who have higher rates of complications acquired in hospital. These complications contribute to negative patient outcomes. This was also explored in the context of dramatically increased length of stays and costs for hospitals. In this context, the newest conceptual framework was published by Bail and Grealish (2016) . They identified four critical complications of hospitalized elderly patients with cognitive impairment, focusing on patients with dementia. The rationale for the framework is the prioritization of care due to the excessive demands for nursing care. They found that basic nursing activities are implicitly rationed. These were: communication, the mobility of the patient, skin care, nutrition, and hydration leading to complications which are potentially preventable. Nonetheless, the care required to prevent these complications seems to be rationed by nurses. Not only do older hospitalized patients have complex needs (e.g., those with dementia), but they are also more sensitive to the experience of rationing of care, as their care tends to take longer and is less curative and predictable. This theoretical framework suggests that the rationing of care contributes mostly to functional and cognitive decline during hospitalization of older patients. Furthermore, the authors of this framework indicate that these four complications are also indicators of a "Failure to Maintain" complex in older patients in hospitals. To deepen knowledge of the conceptual framework, the focus emphasizes two different concepts, i.e., Implicit Rationing of Nursing Care and Failure to Rescue, as measures of quality. The first is well described in the implicit rationing literature, and it deals with the same issues. The second refers to death following hospital-acquired complications. It is a wellrecognized term, but it is also important to emphasize that "Failure to Rescue" excludes patients aged over 75. Patients over 75 have higher rates of "Failure to Rescue", mostly after pulmonary infectious complications (Sheetz et al., 2014) . Bail and Grealish (2016) believe that the accompanying concept of Failure to Rescue could be useful for elderly patients in monitoring and evaluating hospital care for elderly patients. The conceptual framework also includes selected characteristics of the work environment of nurses, such as nursing staff and skill mix, relationships with managers and physicians, organization and support of the institution, and gerontologized hospital culture. Additional components are the complex characteristics of elderly patients, and indicators of "Failure to Maintain", which represent the four main complications. The most rationed nursing activities are illustrated in the framework. The framework shows that implicit rationing of nursing care leads directly to hospitalacquired complications. According to Bail and Grealish (2016) , interactions between nurses, clinical practice and the socio-political contexts of contemporary hospitals are visible. This theoretical framework is complex but narrow, focusing on specific groups of patients and the nurses who provided care to them. literature review. Only studies published in the time period between 2000 and 2018 were involved in the analysis, due to the increase in literature in this period. No critical appraisal tool was used to assess the quality of the studies. Researchers relied on their own judgment.
Conclusion
This literature review of conceptual frameworks provides a better understanding of the phenomenon of missed/rationed/unfinished nursing care. It suggests that the phenomenon is mostly a problem of lack of time, which precipitates the process of implicit rationing of nursing care due to the need to prioritise. Such an environment among nurses results in nursing activities being left undone. At the same time, evidence represents a bridge linking nursing staff to patient outcomes. Findings from studies also suggest that the phenomenon of missed care is routinely practiced by hospital nurses around the world, and occurs across all categories of nursing care (e.g., documentation of care, emotional care, and support, physical care or coordination of care). The phenomenon is associated with adverse patient and nursing outcomes, and it is a strong predictor of patient outcomes, as well as a quality-of-care indicator. The most prominent difference between the four frameworks is the component of missed/rationed/unfinished care, which is best described as a difference in terminology rather than substance. There is no consensus in terminology, and different terms are used regarding particular frameworks. Missed/rationed/unfinished nursing care is an issue we should be concerned about, as it remains a phenomenon that is not well understood. This may have a negative impact on systematic research in this area, and may negatively influence patient outcomes, in the ways we have described. There is still a lack of knowledge about the whole process, which leads to its continued occurrence in clinical nursing practice, and we therefore recommend it be further explored.
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